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the operation of lithotrity has been considerably more success-
ful in regard to saving of life than that of lithotomy.
If I am not mistaken, Sir, this is the first time that such a
comparison has ever been made by a British surgeon, who has
had large experience in both operations, and I trust that my
example may induce others in high places, who have dealt
largely with both sides of the question, to give us the benefit
<of their experience.
Here, Sir, is the collection [pointing to between two and
three hundred preparations] to which I referred at my last
lecture as having been made from my own practice; by
my own hands I may say. There are examples of comminu-
tion from lithotrity, enough to satisfy those not much ac-
quainted with the operation ; and entire stones the result
of lithotomy, exhibiting specimens from a few grains in
weight to nine ounces-from one solitary stone in the bladder
to forty-two. I little thought, Sir, when I began making this
collection that it would include such a goodly number, or that
I should ever have the honour of exhibiting it at the Royal
College of Surgeons of England. Here is the first, removed in
1832,- here the last taken out (in 1865), shortly before these
Lectures began. Here is the most tiny-a thing not larger than
a, common pea ; here those which weighed from four to nine
ounces. Here (Fig. 7) a single, solitary, grim, savage-looking
mulberry, which held possession of its vesical home for forty
years ; here are numbers, from two to forty-two, smooth and
less formidable in aspect, yet equally painful and dangerous to
the sufferer. A momentary glance can sweep over the range;
but it is only those who, like myself, have been engaged in such
work, that can estimate the days, the nights, the months, the
years of anxious thought and labour associated with the results
which I have now put before you.
THE SURGICAL TREATMENT OF PAINFUL
MENSTRUATION.
BY J. HENRY BENNET, M.D.,
LATE PHYSICIAN-ACCOUCHEUR TO THE ROYAL FREE HOSPITAL, ETC.
I HAVE read with interest the articles of Dr. Marion Sims on
Uterine Surgery," that have recently appeared in THE
LANCET, and their perusal induces me to return to an oft-trodden
field, and to point out in what respect he, and those who hold
similar views, are in my opinion right, and in what respect
they are wrong.
Firstly.-I endorse nearly all Dr. Sims’ statements with re-
gard to the ecraseur in the extirpation of uterine polypi. It
is undoubtedly an advance in uterine surgery, and not unfre-
quently renders the operation possible where formerly it was
not possible. I had myself a case illustrating this fact a few
months ago at Mentone. I removed from the cavity of the
uterus of a lady, aged forty-two, by means of Dr. Hicks’s
modified ecraseur, a large fibrous growth developed from the
anterior wall of the organ, which it was totally impossible to
reach with Gooch’s canula. My first attempt with the flexible
twisted chain failed, which induced me to try, but in vain, the
- old operation. On my second attempt, after dilating the canal
with sponges, I succeeded in passing a coil of copper wire. The
oopper wire being less flexible, I was able to give it the form of
the flat projecting part of the tumour which it had to grasp,
and also that of the curve which it had to assume. I had also
to improvise a director to replace the ingenious one suggested I
by Dr. Sims, in the shape of a pair of curved forceps, which I
had accidentally by me, in this operation. I used a large spe-
- oulum, a proceeding which, no doubt, much contributed to its
successful issue.
Where I make an exception to Dr. M. Sims’ views is in what
I consider his exaggerated statement respecting the danger of
the old mode of operation. During many years I cut off with
scissors or bistoury all small accessible polypi, using Goocli’s
’canula for the larger and deeper ones, and never had an acci-
dent in either operation. As I have over and over again
pointed out, it is as easy to stop uterine hemorrhage, whatever
the cause-operation, early abortion, or idiopathic haemorrhage,
except ip. me latter stage OI pregnancy-as it is 10 prevent.
water flowing out of an open and lowered bottle. All that is re-
quired is to bring the cervix into view with the speculum, and to
cork up its cavity or canal with pieces of cotton tied to thread,
and pushed inside it. Neither perchloride of iron, tannin, or
any other styptic is necessary. For the last fifteen or twenty
years uterine haemorrhage has never given me any trouble. :t
can stop it in five minutes if I think it worth while to- take the
trouble, and have often been amazed at the frantic and ineffec-
tual efforts made to arrest, by medicinal means, what can be
so easily checked in the way above mentioned.
If in the numerous operations for fibrous polypus that I have.
performed with Gooch’s canula, I have never once had a case
of severe uterine inflammation, or of metro-peritonitis, I firmly,
believe that it is because I never perform any uterine operation.
whatever without first ascertaining by a careful speculum ex-
amination the state of the internal parts, and without removing.
by previous treatment any inflammation or irritation that may’
exist; at least as far as it is possible so to do. I believe that
the greater part of the accidents that occur after uterine opera-
tions may be referred to injudicious premature interference
with an inflamed organ. If the speculum is not used as a pre-
liminary, and both examination and operation are effected by
the touch, as is often the case, the uterus must be, and is, fre-
quently operated upon when in such a state of inflammatory
irritation, that the slightest interference is like a match applied
to gunpowder.
The next part of the task I have imposed on myself is by no
means so agreeable a one, for I have to criticize the opinions
and to express disapprobation of the practice of valued frienC41.
such as Dr. Simpson, Mr. Baker Brown, Dr. Marion Sims, and
others, whose good-will I highly value. It will, however, I
think, be readily conceded that the author of a work on female
diseases in which this subject was minutely discussed in 1848,
which has been republished four times in England and five
times in America, and which has been translated into German’
and twice into French, has a right to give a decided opinion on,
so important a point of practice.
Having thus pleaded the indulgence of my friends, I have nj)
hesitation in stating that I consider that the operation they
propose for the cure of dysmenorrhoea-the surgical and deep.
.division of the cervix from the os tincse to the uterine cavity-
is not founded on sound pathology; is, generally speaking,
unnecessary; and that it ought therefore to be the exception
in sound practice, not the rule. On the one hand, it is founder
on a mechanical theory of dysmenorrhcea pushed to an sex
treme, and on the oblivion of some important points of anatomy
and physiology which I pointed out many years ago; on the
other hand, rational dilatation of the cervical canal, where,
contraction does exist, may be obtained without danger by
much milder means. In the following remarks I shall t*
Dr. Marion Sims’ recent statements as my text, inasmuch
as they appear to embody the more recent doctrine of surgical
i interference in dysmenorrhoea. I join issue with my friend
physiologically, anatomically, pathologically, and therapeu-
tically.
Physiologically: In his first paragraph, Dr. Marion Sims
says-" Menstruation may be attended by a general malaise,
but should not, as a rule, be accompanied by any very severe.
degree of suffering. If there is much pain, either preceding it6t:
irruption or during its flow, there will always be a physical
condition to account for it, and this will be of a nature to ob-
struct mechanically the egress of the fluid from the cavity oE
the womb." I have always taught that menstruation may be
painful, even acutely painful, from its dawn to its close, with-
out any mischief or impediment existing of any kind whatever.
I believe there is a tribe of females, as it were, in whom men.
struation is thus attended with pain, from physiological uterine
sensitiveness, throughout all the phases of life, before and after,
marriage and child-bearing, and in the absence of any morbid
condition. Only these women are very liable to uterine disease;
with them the organ is a weak, sensitive one.
Anatomically: In his " Clinical Notes," Dr. Marion Sims_
does not once allude to the existence of a sphincter at the os
internum, separating the cavity of the cervix uteri frjm that
of the uterus itself-a really important discovery of mine, and
made whilst examining into the very question we are now dis-
cussing, dysmenorrhcea and its treatment. This sphincter is.
formed by the circular fibres of the cervix, is very vital, open,
ing and closing in connexion with menstruation, and probably,
with emotional conditions. It is generally closed during the
interval of menstruation, so much so that a sound doe not
naturally pass into the uterus. It stops one inch and a half
from the external os, and generally some force is required for
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overcome the resistance even in the healthiest females. I I
believe that the non-recognition of this internal sphincter is at f
the bottom of the very mechanical views which I now oppose.
I may add that contraction of the cervical os is rare and easily 1
remedied, and the cavity of the cervix is scarcely ever con- i
tracted without severe disease. 1
Pathologically: Dysmenorrhcea, showing itself in women who 1
have not had it before, or aggravated when constitutionally i
present, is, I firmly believe, very much more frequently the
result of morbid conditions, of chronic inflammations of the
cervix and of the body of the uterus, than of physical obstruc-
,tion in the cervical canal. When that obstruction or contrac-
tion exists, it is usually the mere result of the swelling of
chronically inflamed or hypertrophied tissues, and disappears
without any operation when the inflammation has been re-
moved, and the uterus has had time allowed it to fine down.
So far from fibroid growths, which develop themselves in the
walls of the uterus, and increase its volume, producing con-
traction of the cervical canal and orifice, and thus impeding
the exit of the menstrual fluid, I have nearly always found
that they dilate and open the os internum. Thus the free and
easy passage of a large bougie into the cavity of an enlarged
uterus at any time is, in my eyes, a strong reason for believing
in the existence of a fibrous growth. The dysmenorrhcea in
such cases is usually the result of the irritation produced in the
uterus by the presence of the tumour.
Therapeutically : The constitutional form of dysmenorrhoea
which I have described, when not very severe, in my opinion
requires neither medical nor surgical treatment; merely care,
rest, and warmth at home. Marriage and childbearing some-
times modify the organic state of the uterus, and cure it natu-
rally. If very severe, so much so as to cast a gloom over life,
either in unmarried or in married women, it is usually con-
nected with inflammatory disease of the uterus, which is also
generally the cause of the narrowing of the cervical canal.
The inflammation must of course be treated; and that sub-
dued, the patient should be left to herself for some months,
for the engorgement or hypertrophy of the uterus, which it
has produced, to subside. As it does subside, generally speak-
ing, the cervical passages open, and a natural cure is produced.
If they do not thus open, dilatation really becomes necessary,
and should be carried out in one way or another.
To accomplish this purpose-merely to establish a free com-
munication between the cavity of the uterus and the vagina-
I cannot see why, rationally, such severe operations as are
now proposed and practised should be resorted’to. I eliminate
the idea of danger, because I think there is very little in the
hands of experienced practitioners like Dr. Simpson and Dr.
Marion Sims. But the operation as described by Dr. Marion
Sims, and as practised by him and others, is a formidable one,
which can and will only be undertaken by exceptionally skilled
and experienced men. Is an operation which must remain in
the hands of consulting practitioners the rational one, or neces-
sary one, for the cure of a common, everyday uterine condi-
tion ? Such is the question that I would propose. Again,
Why should the entire vaginal portion of the cervix be bifur-
cated down to the attachment of the cervix to the vagina, to
remedy the narrowing of a small canal which passes through
its centre ? Why should the integrity of the circular fibres
of the cervix, which have certainly something to do in preg-
nancy and parturition, be so seriously compromised-be cut
right through in two regions ? We must remember that, ana-
tomically, as soon as the os tincee has been passed, the sound
enters a real cavity--the cavity of the cervical canal. The os
itself can be dilated, or even slightly cut through if necessary,
and then easily enlarged to almost any extent with the greatest
ease by bougies ; and that accomplished, there is no contrac-
tion usually found until the internal sphincter or its vicinity
be reached. The bifurcation, or even the simple division as
Dr. Simpson practises it, of the cervix down to its vaginal at-
tachments seems to me, in these cases, as unreasonable as it
would be to divide the entire thickness of the gland of the
urethra, in the male, down to the corpus cavernosum for a
stricture of the outlet of the urethra.
Once the os internum or its vicinity has been reached, and
it is judged that contraction really exists, and not mere spas-
modic closure of a sphincter, what is to be done ? Division is
here very feasible and easy ; but I do not see why it should
be carried beyond a line on each side. Such a division gives
very much more space than exists naturally, and allows a
good-sized bougie to pass freely into the uterus. Twenty years
ago Dr. Simpson, then in town attending a noble lady in her
confinement, gave me his recently invented metrotome, which
he praised in no measured terms. I thsught myself that he
had given me the philosopher’s stone for dysmenorrhcea and
sterility, and at once set to work. I divided the os internum,
as above described, in very many cases, and never had any
haemorrhage or accident. Indeed, I believe the haemorrhage
s more the result of the slashing division of the vaginal cervix
than of the division of the os internum. I was delighted with
the success of the operation, and expected great things. But,
to my regret, I found that when these patients came to me six
months or a year after, the contraction was all but invariably
worse than ever. The incisions had healed, contracted, and
matters were worse instead of better.
I then adopted another plan. I divided as before, daily in-
troduced a good-sized bougie to keep the parts open, and, after
a week, introduced and left in the cervical canal one of Dr.
Simpson’s metal-stem pessaries as modified by myself. I
curved them to suit the anterior congenital curvature of the
uterus-which, I believe, I was the first to recognise in the
living,-and diminished the size of the foot. I used to leave
them twenty-four or forty-eight hours, then remove them for
twenty-four or forty-eight hours, and so on for about three
weeks more, to prevent contraction. In this way I obtained
good and permanent results.
The above process, however, I found troublesome; it in-
volved the slight operation, and the wearing the metallic pes-
sary for several weeks, during which time I always felt rather
nervous about the patient. So I reverted to the sponges, which
I have mostly used ever since, and without one single accident,.
although I have applied hundreds and hundreds. But then
I use precautions, which the physicians Dr. Sims quotes do
not appear to have used. I never apply a sponge without pre-
viously ascertaining by a speculum examination that the cervix
and its cavity are quite healthy. To dilate an inflamed cavity
is to produce a storm. I never leave the sponge more than
some twenty hours Mt situ, making the patient withdraw it her-
self by means of a string. I never use them more than an
inch or an inch and a quarter in length, so as not to pass
into the uterine cavity. I always leave one, two, or three
days for the parts to recover between each application. I use
very small tents, much smaller than those Dr. Simpson recom-
mends ; and I stop if the slightest irritation is produced. By
these means I generally succeed, in the interval between two
monthly periods, in opening out the entire canal, the os in-
ternum giving way last. The effect of this treatment, being
gradual, is, I believe, more permanent. ’
I discard all metal dilators as irrational, and calculated to dc.
more harm than good. It must be remembered that the cervix
is more than a quarter of an inch thick, and of very firm,
unyielding structure. What can be expected of an instrument
that is intended to open a canal running through such struc-
tures by the expansion of two metal blades, if not that it
should crush the tissues that give way? And such I believe is
the case. I have seen many cases in which harm had evidently
been the result of their use.
By using all the above precautions, as stated already, I have 
never had any accident of any description either by the sponges
or by division. I repeat that accidents are mostly the results
of careless surgery, and may be nearly always avoided byex-
treme caution.
I have had a very fair share of success, like my neighbours.
Scores of my sterile patients have become pregnant after many
years of sterility, and scores have remained sterile. In the
former case the favourable result was, no doubt, the conse-
quence, not of one single measure, but of a combination of
therapeutical agencies. Two of my patients will be confined
in July and August, whose cases illustrate many of the above 
facts.
One, the wife of an Indian officer, married eight years, and
sterile, suffered severely from dysmenorrhcea. In India they
tried dilatation, but it produced agony and metritis. She came
to me two years ago, and I found extensive cervical ulceration,
which explained the dysmenorrhcea and the non-success of the
dilatation. I cured her of the inflammatory disease, and left
her alone for a year to recover. She all but lost the dysmenor-
rhcea, but remained sterile. The canal being narrow, I fully
dilated it with sponges, and six months later she became preg-
nant. Was it the removal of the inflammation or the dilatation,
or both, that enabled her to become pregnant ? Such cases
always leave a doubt in my mind.
The other, married ten years, and sterile, came to me also
two years ago. I found chronic inflammation of the body of-
the uterus. This I treated and got rid of. I also left her a
, year to recover, then dilated a rather narrow canal, and preg-
nancy followed very shortly.
, ! In conclusion, I fully admit the necessity of the occasional
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dilatation of the cervix uteri; but adhere to the opinion ex-
pressed in my work seventeen years ago, that careful dilata-
tion by prepared sponges is the safest and easiest plan, quite
as effectual as the division, and has the advantage of being so
simple that it can be carried out by any well-informed practi-
tioner. As either this plan of treatment or simple linear divi-
sion will do all that is required to re-establish the uterine
passages when closed, I cannot accept for that purpose the
more severe and serious operation now proposed, save as a
very exceptional measure.
Grosvenor-street, June, 1865.
REPORT OF A CASE
OF
ANEURISM OF THE ABDOMINAL AORTA ;
DISEASE OF THE HEART (AORTIC
REGURGITATION).
BY WM. HENRY DAY, M.D.
I. B., aged thirty-two, by occupation a coachman, consulted
me on Sept. 13th, 1864, for "pain in the abdomen and back."
He drove to my house, and appeared to be ailing very little. I
ordered him some stomachic medicine and a mild aperient pill
at bedtime. Next day I was requested to see him, as he had
passed a most painful night, and was unable to rise from his
bed. He referred his pain to the centre of the body as yester-
day, but was unaware of any pulsation in the epigastrium till
I reminded him of it. Four years ago he fancied he got a
9 ’ rick." " Ten years ago he had cough and shortness of breath,
supposed to be phthisical ; never had syphilis or rheumatism ;
was married three months ago.
On examination a large pulsating tumour was detected in
the epigastric region, to the left of the median line; the pulsa-
tion was distinct and strong, and a short rough systolic murmur
was heard over it. When the pain came on he turned faint,
and the skin was bedewed with perspiration. He had never
passed blood per anum or by vomiting. The area of the heart’s
dulness was increased on percussion, and there was a loud
aortic murmur with the first sound; there was a louder murmur
with the second sound, growing fainter towards the apex of the
heart. This sound was variable in quality, sometimes blowing,
whizzing, or sawing. The pulse regular, and somewhat strong,
but compressible, averaging from 64 to 70 per minute; respira-
tions 16. I ordered ten leeches to be applied to the tumour,
and a hot fomentation afterwards. A full dose of chlorodyne
was given to relieve pain, and to be repeated according to cir-
cumstances.
Sept. 19th.-He is better, and the pulsation less. The bowels
are rather costive. To take one teaspoonful of confection of
senna every night.
He improved for a time under rest and a scanty diet, but as
I gave an unfavourable opinion of his case, he went to St.
Bartholomew’s Hospital, where he was admitted on Sept. 29th.
Dr. Kirkes confirmed my diagnosis. The patient died on
December 23rd at his own home. Mr. Maberley, of the above
hospital, has most kindly furnished me with the following
report :-
On admission he was fairly nourished ; posture, countenance,
lips, teeth, and gums were natural. Respirations 16; pulse
60, of moderate volume, and rather jerking ; skin moderately
soft and moist, but cold extremities ; no eruption ; no thirst;
no vomiting; bowels relaxed from medicine; urine yellow, spe-
cific gravity 1020, slight effervescence with NO5 ; abdomen
soft; sleep disturbed by pain across iliac region ; the mental
faculties are clear ; pulsation at epigastrium ; breathing very
feeble.
Auscultation.&mdash;Cardiac impulse normal. Double murmur at
base; diastolic loudest and most prolonged ; both murmurs s
audible at apex, but less distinctly ; short rough systolic
murmur over pulsation in epigastrium ; no diastolic murmur
audible there; no aneurismal murmur heard at back.
Oct. 2nd.&mdash;Pulsation at the epigastrium much less marked,
though still audible through the stethoscope ; cardiac sounds
as before ; pulse 76, and still jerking. The next day he was
discharged at his own request.
15th.-The patient was readmitted yesterday. He was
weaker than when he left; pulse jerking, with back stroke,
and occasionally intermittent. Pulsation very distinct in the
abdomen, and traceable all along the curve of the femoral
artery and posterior tibial. Appetite good; slept well after
tincture of opium.
18th.-Pulse 72, with back stroke.
21st.&mdash;Pulse 92, jerking. Pulsation at the epigastrium very
strong, and murmurs loud.
24th.&mdash;Pulse 102, incompressible and regurgitant; pupils
dilated; diastolic murmur most audible at the apex; both
murmurs, however, heard at the base and apex ; aneurismal
systolic murmur also audible at the epigastrium. Discharged
at his own request.
27th -Visited him at his own house, and found him about
the same. (Dr. Kirkes expressed his pleasure at my con-
tinuing to see him.)
Nov. 3rd.-Half-past four P.M. : Was summoned to him on
account of unfavourable symptoms, but found he had re-
covered within the last two hours. He had suffered from
coldness of the legs, and seemed semi-unconscious of things
around him; but when I saw him his pulse was strong as
usual (84). The pain in the right iliac region had left him ;
but he was troubled with "shooting pains" in the cardiac
region.
6th.-Much as usual; cannot get sleep without an opiate
draught; pulsation at the epigastrium loud and strong; heart’s
impulse strong.
13th.-Sitting up near the fire, and feeling much pain in the
epigastrium and right lumbar region ; countenance troubled ;
face slightly flushed; pulse 84, full and jerking. Cardiac im-
pulse and epigastric pulsation much increased. A mustard
poultice to be applied to the epigastrium and loins.
20th.-Sitting up in bed, and looking thinner and somewhat
oppressed, pupils dilated. The pulsation in the epigastrium
now seems to extend along the whole course of the abdominal
aorta, and is more perceptible below the umbilicus than at the
epigastrium. Heart’s action considerable. Diastolic murmur
loudest and most prolonged; at the base it becomes almost
musical. Systolic murmur much less distinct. He complains
of cold sweats, and has almost constant pain in some part of
the abdomen. Has lost flesh, and is much weaker. He is
irritable in temper, and very fidgety. Pulsation of the
axillary artery under the clavicle, near the acromion on both
sides, distinctly felt with the finger, and heard through the
stethoscope very loudly. Double endocardiac murmur asbefore. Mitral diastolic "sawing" murmur loudest at the
apex; at the base the diastolic loudest, and more musical in
character. He complains of numbness in his legs, and in his
arm if he lifts it ; also pain in the groin, right side, and epi-
gastrium.
27th.-Sitting up in bed, and cannot lie down from strong
pulsation in the aneurism. Has had no sleep for many nights
(increase the dose of opium to thirty minims, and the same
quantity in a poultice). No pulsation is now perceptible in
the axillary artery.
Dec. 18th.-A peculiar thrill observed about the centre of
the aneurism. The aorta seems now to lie more on the left
than the right side. The pulsation in the epigastrium, though
still evident, is not so much so as below; there would seem to
be two distinct pulsations. Pulse 80, of moderate volume,
hard and hammering, though quieter than before. Heart’s
sounds less distinct; systolic murmur (sawing) loudest and
prolonged ; second sound scarcely perceptible; murmurs
loudest (over aortic valves) at base. Pulsation in femoral
artery distinct. Has been troubled much with diarrhosa
during the week (two or three days) ; afterwards costive, and
relieved by injections.
23rd.-Suffering much with occasional cold sweats. Faint-
ing came on in the evening, and after ten minutes’ partial in-
sensibility he uttered the words " Oh ! oh !" and expired.
24th.&mdash;On Saturday, next day, Mr. Haynes, F.R.C.S., of
Crouch End, and Mr. Maberley, made a post-mortem examina-
tion. Mr. Maberley thus writes: " tVe found a pound or
more of coagulated blood under the omentum and between the
folds of the mesentery, which blood was traced to the aneurism.
The lower part of the aorta was quite healthy. The aneurism
seemed to hang free like a bag about the size of a medium
orange at the epigastrium. The finger passed readily into the
aorta upwards and downwards; the sac had burst, the lower
part having become so thin that the finger went readily
through it. The lungs were non-crepitant, whitish-grey, and
sodden. The heart was large and fatty."
Newmarket, 1865.
